RESULTS
Patient 1 was discharged 14 days later. He remained well with no evidence of valved conduit detachment and had no reports of symptoms at 1 year's follow-up. Patient 2 had ventricular fibrillation 5 days after the operation, and cardiopulmonary resuscitation was successfully performed. He was discharged on the twentieth day postoperatively and remained well with no evidence of detachment and had no reports of symptoms at 7 months' follow-up (Table 2) .
DISCUSSION
Prosthetic detachment after AVR is one of the most frequent complications necessitating reoperation. 1 Many common factors, such as endocarditis, aortitis, anatomic characteristics, and surgical management, are thought to predispose to complications. However, endocarditis and common specific aortitis were ruled out in our cases. The intrinsic anatomic factors were also considered. The embryologic origin of partial aortic annular portion could be a reason for its intrinsic weakness. After AVR, some factors could put rigid stress on the weak sector and lead to prosthetic detachment.
1,2 The aortic leaflets in our patients both exhibited myxomatous degeneration, which manifested as endogenous histologic weakness in the annuloaortic junction. We believe that in AVR, the pressure of valve function directly affects the rigid sewing ring, thereby causing a higher detachment rate.
In accordance with other reports treating Behçet aortitis, 3, 4 we adopted the modified Bentall procedure owing to recurrent detachment without a definite cause. In composite graft reconstruction, the original Bentall operation for this disease was not indicated because of a high risk of suture insufficiency. 3 The translocated Bentall procedure has often been used in prosthetic detachment caused by aortitis to prevent valve detachment. 4 Reconstruction with a valved conduit was helpful because the prosthetic valve did not apply direct pressure to the aortic annulus and the flexible tubular prosthesis cushioned the stress. This new modification of the Bentall technique provides better flexibility and elasticity of the aortic annulus than does the standard Bentall procedure. We present our successful treatment experience and possible clinical values for the consideration of clinicians. Few surgeons advocate surgical intervention for patients with acute aortic syndrome and coma, especially on an emergency basis, because of very poor outcome. 1 We herein describe an emergency operation for a comatose and hemiplegic octogenarian in a state of profound shock caused by rupture of a penetrating aortic ulcer (PAU) in the ascending aorta. Duplex scanning disclosed a slightly mobile thrombus nearly impacting into the right internal carotid artery. This patient successfully underwent replacement of the ascending aorta and right carotid endarterectomy concomitantly. Removal of this thrombus appeared to be highly beneficial. Preoperative evaluation of the carotid arteries has priority in patients with acute aortic syndrome and some neurologic deficits. 
